Section ofDermatology 237 -~~~~~~~~~F ig 1 Granulomatousfungalfolliculitis Culture (Dr Y Clayton): Microsporum audouini isolated. The strain is very similar to those grown from African children with fluorescent scalp ringworm.
Comment
Although cases of M. audouini involving the scalp hair are sometimes seen in children shortly after puberty, I have been unable to find any record of a similar case occurring in a Negro adult woman. Ideally she should be treated immeditately with oral griseofulvin, but in view of her pregnancy this treatment might better be postponed until the puerperium.
Pruritus and Cholestatic Jaundice due to Secondary Syphilis I Sarkany FRCP (Royal Free Hospital, London WCI) T F, man aged 27. British Rail steward History: This man, who is married and has one child, was first seen in February 1972, complaining of generalized itching for three weeks, of feeling unwell and depressed and of having lost 6.3 kg weight over the previous month. Friends at work commented that he looked slightly yellow.
On examination: Discernible jaundice and slight enlargement of glands in neck and groin.
Blood WR was positive (Dr M Griffiths), and he was admitted for detailed investigation. Dr C S Ratnatunga found two small, eroded papules at the anus, and dark-field examination of serum from them showed T. pallidum. Dr N McIntyre confirmed the diagnosis of cholestasis, found a slightly enlarged spleen and arranged and super-vised detailed investigations of the liver, including biopsy, &c.
Investigations: ESR 67 mm in 1 h (Westergren); after penicillin treatment, 3 mm in 1 hour. Paul-Bunnell test positive on 15 February 1972, negative on 1 March, both tests being done before therapy began. WBC 5300/mm3, normal differential and film. Blood film examination for atypical lymphocytes negative. VDRL slide test positive 1:64 (after penicillin treatment, 1:8). WR, Reiter protein CFT, fluorescent treponemal antibody, TPI, all positive. Australian antigen negative.
Smooth muscle and mitochondrial antibodies negative.
Serum bilirubin, before treatment 3.3 (conjugated 2.8) mg/100 ml; after penicillin therapy, 0.6 (conjugated <0.2) mg/100 ml. Alkaline phosphatase 25 K-A units/100 ml; after penicillin 10 K-A units/100 ml. Aspartate transaminase, 28 iu/l.; after penicillin 9 iu/l. Total serum proteins 8 (albumin 3.7, gammaglobulin 2.2) g/100 ml, electrophoretic strip normal apart from increased globulin.
Midstream urine: Normal microscopy, no significant growth on culture. Plain X-ray of abdomen showed no opaque calculi in renal or biliary tracts.
Intravenous cholangiogram (14 March 1972): Common bile duct not identified; drip infusion of contrast medium appeared to have been almost exclusively excreted by the kidneys. A film at 6 hours, however, showed very faint opacification of gall-bladder, indicating some liver excretion of contrast; gall-bladder appeared to be of normal size. A second intravenous cholangiogram on 28 March showed that the liver excreted biligraphin very satisfactorily and the bile duct was of normal diameter with free flow into the duodenum. The cystic duct was patent and there was no evidence of opaque calculi or of filling defects in the biliary tree.
Barium swallow and meal showed normal cesophageal mucosal lining and no lesion was seen in the stomach. There was slight deformity of the duodenal cap but not evidence of an ulcer.
A liver scan was normal and there were no features suggestive of any space-occupying lesion in the liver.
Liver biopsy (9 March 1972): Centrilobular cholestasis with liver cell swelling and pleomorphism. A second biopsy twenty days after starting penicillin treatment showed a normal liver pattern with a focal increase in the amount of reticulin, centrilobular cholestasis and patchy eosinophil and mononuclear cell infiltration. Treatment and progress: On 10 March 1972 he was started on 10 daily injections of procaine penicillin 600 000 units. There was rapid symptomatic improvement, the itching settled, he began to put on weight, the jaundice cleared and the liver function tests and ESR returned rapidly to normal.
Discussion
Liver disease in association with congenital syphilis is well recognized and may be seen in late stages of the disease in the form of fibrosis, gumma and hepar lobatum. However, the association of liver disease with secondary lues and early latent stages has not been very well documented, and many reports were doubtful in view of the possibility of syringe-transmitted virus hepatitis (Professor S Sherlock, personal communication).
In a review of the literature Hahn (1943) described pathological observations in 9 cases of early syphilis involving the liver, but 8 of these had received arsphenamine before death and the remaining patient showed multiple hepatic granulomas, probably representing a later stage of syphilis. However, there have been several single case reports showing the association of liver disease with secondary syphilis (Lee et al. 1971 , Baker et al. 1971 , Parker 1972 ). Dr M Feiwel: I believe such cases are not quite as rare as suggested. They tend to be admitted to hospital as infectious hepatitis, but the positive serology then reveals the diagnosis and response to penicillin is rapid.
Dr H R Vickers: The possibility of this patient acquiring a virus infection such as glandular fever around the same time that he acquired syphilis must be considered. Glandular fever not infrequently presents with liver disease and frank jaundice, but on the other hand the rapid disappearance of the irritation after penicillin supports the diagnosis suggested.
Dr Roy Summerly: The jaundice phase of glandular fever may also be transient. It might be possible to bring the two hypotheses together, namely that an illness such as glandular fever could have induced hepatic damage which remained latent until the insult of spirochetvmia brought deterioration of hepatic function, leading to cholestatic jaundice.
Dr Sarkany: I suggest the two hypotheses should be kept apart: a direct association between the liver disease and syphilis has been shown in this case.
Dr L Forman: The major involvement of one large visceral organ with syphilis is of interest; it recalls, and may be associated with, the nephrosis of early syphilis. The urine contains massive amounts of albumin comparable to that found in amyloid of the kidney and which, like the syphilitic hepatitis, responds promptly to specific treatment. Were spirochxtes demonstrated in the liver of this patient?
Dr Sarkany: Spirochaetes were not found in the liver.
The following cases were also shown: 
